For each woman, pregnancy, childbirth, and maternity are considered as social and emotional processes that are accompanied by important consequences (1). The fear of giving birth involves a spectrum of extreme to a rational fear of delivery. Most women, especially those who are nulliparous, experience a logical fear because of their unfamiliarity with the labor process. Naturally, this fear can be controlled during pregnancy and delivery (2). Based on the reports, the fear of giving birth is the reason for 7%-22% of cesareans in Finland, Sweden, and the United Kingdom (3). Additionally, according to the studies conducted in Iran, the fear of vaginal delivery is reported as the reason for 59% of cesareans (4). However, there are many reasons for the fear of having a vaginal birth, including the fear of pain, death and unexpected problems, the low self-efficacy of childbirth, concerns about postpartum sexual problems, and baby health concerns are among the main causes of the fear of childbirth (FOC) (3).
by the regular practice and can lead to both meaningful changes in physiological stress and muscle conditions to a better approach (8) .
Likewise, guided imagery is a sort of relaxation by which one deliberately builds one's bloodstream and enhances the capacity of the bloodstream in the organs by practicing withdrawal developments and discharging them to a free and extending state inside 5-10 seconds. Utilizing this strategy, the muscles are isolated into eight sections such as the privilege and left leg, the stomach, the midsection, the hips, the chest and back, the privilege and left hand, the neck, as well as the head and face muscles.
How to use this technique is so clear in a way that the pieces of advice can be recorded on a tape and given to the pregnant women to practice at home (9, 10) . Muscle relaxation can improve the outcomes of pregnancy resulting in a positive effect on the mental state of pregnant women. The outcomes of employing this technique include reducing the complications related to health problems during pregnancy, prolonging the gestational age, decreasing the rates of cesarean section, and decreasing postpartum problems (11, 12) .
In general, there are no serious side effects on using this method although complications such as palpitations, muscle cramps, increased blood pressure, and anxiety may be found in some cases (13) .
Utilizing the guided imagery technique, primiparous ladies are encouraged to take a profound abdominal or diaphragmatic breathing in order to relax their muscles, envision the view (e.g., backwoods, seashore, and zone in the journey), and center around encompass sounds and scents for 20 minutes. Further, muscle relaxation and guided imagery are frequently utilized together on the grounds that guided imagery can improve the procedure of muscle relaxation and prompt an expansion in its impact (14) .
Considering the high predominance of labor fear in the study population (primiparous ladies), happiness and fertility can be assumed an imperative part in decreasing apparent agony and enhancing personal satisfaction during pregnancy.
The oddity of the present examination is to find the best technique for reducing pregnant women's fears while increasing their happiness. Accordingly, this investigation intended to assess the levels of satisfaction in pregnant ladies who were prepared by two methods of muscle relaxation and guided imagery contrasted with controls among primiparous ladies who were admitted to Zahedan health care centers in Sistan and Baluchistan province of Iran.
Materials and Methods
The population of this quasi-experimental research consisted of 180 primiparous women who referred to healthcare centers for prenatal care in 2017. The subjects were selected by the available sampling method. The inclusion criteria were being within the age range of 18-35 years and the gestational age of 26-32 weeks, having no medical and surgical complications, as well as experiencing monocularity and wanted pregnancy. Moreover, their past medical and social histories included no history of mental or physical chronic diseases, substance abuse, major stressful life events during the past six months, and training for vaginal delivery. The subjects were divided into three groups of control, muscle relaxation, and guided imagery by simple randomization and then, the pretest was applied to them. Routine care was only provided for patients in the control group. The pregnant women in both groups of relaxation and guided imagery individually received two 90-minute training sessions for four weeks in the health care center. Further, pregnant women in both the above-mentioned groups were given practical training by using training CDs. They repeated the exercises 30 minutes a day at home and filled out the checklist. After the 4-week training, they were asked to participate in the post test. Demographic information form, delivery fear questionnaire, and the Oxford Happiness Questionnaire were used for collecting data. Brislin's questionnaire was employed to assess the FOC. The principles mentioned by Brislin et al (15) were used to obtain a questionnaire equivalent to the destination language. First, two linguists independently translated the questionnaires into Persian. Then, the other two linguists translated the Persian version independently into English, and after finalizing, the version provided by the bilingual specialist was compared with the original version. Next, the final version was verified by a panel of experts to determine the content validity and very few changes were made accordingly. The original questionnaire included 16 items. According to the experts' panel, two items were deleted and a 14-item questionnaire was used for the aim of the study. The responses to the questions were in the form of a 4-point Likert-type scale (including at all, low, moderate, and high) and scores 1-4 were considered for each question with respect to the 4-point Likert-type scale. Thus, scores ranged from 14 to 56 and higher levels of fear showed higher scores. As there was no cutting score for the fear of delivery, similar oversee research was reviewed to determine the cutoffs. Everyone who had a score of 28 or higher was considered as a person with the fear of delivery. Cronbach α as a measure was used to evaluate the internal consistency and the reliability of the delivery fear questionnaire was calculated to be 0.81. Furthermore, the Oxford Happiness Questionnaire included 29 items with a six-point Likert-type scale (ranging from totally agree to totally disagree) that was completed by the participants. The scores ranged from 29 to 174 and contained three levels of low (less than or equal to 100), moderate (101-131), and high (more than or equal to 132) happiness (6) . Hadinejad and Zareei verified the validity of the Persian translation of this questionnaire. Face and content validity was verified by a number of experts in 2009 as well.
Moreover, Hadinejad and Zareei checked the reliability of this instrument through re-testing with a 4-week interval and a correlation coefficient of 78% at a significance level of 0.001 (16.17) . In this study, its reliability was calculated by Cronbach α (r=0.73). Pirdadeh Beiranvand et al (18) reported the FOC of 80.8% for pregnant women. According to the fear rate of Pirdadeh Beiranvand et al study and considering 0.05 errors for the 95% confidence interval, the sample size of 180 including 60 subjects in each group were considered for this study. The one-way analysis of variance (ANOVA) was employed to compare the mean and standard deviation of the happiness scores in the three groups. Eventually, the paired t test was used to compare the groups before and after the intervention.
Results
The mean age and the mean of the gestational age of the participants were 24.54 ± 4.40 and 28.64 ± 0.85, respectively. There were no statistically significant differences among the three groups with respect to maternal age, gestational age, occupation and the infant's gender (P>0.05). However, a significant difference was observed among the three groups regarding the level of education (P = 0.005). Table 1 summarizes the demographic and midwifery characteristics of the study participants.
Based on the results of the ANOVA test, the mean scores of satisfaction were not altogether extraordinary among the three groups before the mediation (P = 0.63) although the distinction was statistically significant (P = 0.0001) after the intervention. The post-hoc test demonstrated that there was no significant difference between the relaxation and guided imagery groups with respect to the average happiness (P = 0.01). Nevertheless, the results of both relaxation and control groups (P = 0.0001), as well as guided imagery and control groups (P = 0.0001) were statistically significant ( Table 2 ).
The results of Table 3 showed that the scores of delivery fear before the intervention significantly differed in the three groups (P = 0.01). Based on the results of Tukey's post-hoc test, a significant difference was found between relaxation and guided imagery groups (P = 0.01) while the other groups represented no difference. However, the mean score of the fear of delivery was significant in the three groups after the intervention (P = 0.0001). The post-hoc test further indicated a statistically significant difference in the mean scores of childbirth fear between the relaxation and guided imagery groups (P = 0.0001), relaxation and control groups (P = 0.0001), as well as guided imagery and control groups (P = 0.0001), the details of which are provided in Table 3 .
Discussion
The present study was performed to assess the comparative effects of muscle relaxation and guided imagery on happiness and the FOC in the primiparous women admitted to Zahedan health care centers in 2017. The findings demonstrated that both muscle relaxation and guided imagery could increase happiness and decrease the FOC in nulliparous women.
Pregnancy is associated with many physical and psychological changes that are more critical in primiparous women (19) . The findings of a study conducted by Rahimi et al revealed the effectiveness of muscle relaxation in reducing anxiety and the fear of delivery in the women of the intervention group (20) . According to Manzoni et al, the effect of training improved when the exercises were carried out for a longer period of time at home (21) . This is consistent with the results of our study in which the intervention lasted for four sessions at home. On the other hand, relaxation sessions were helpful in reducing anxiety and depression while physical exercises reduced the energy level leading to more fatigue for pregnant women. Our results also revealed that both training relaxation and guided imagery decreased the fear of delivery while they increased happiness in pregnant women.
However, the score of training relaxation has ever been higher than that of the guided imagery in reducing the fear of giving birth and increasing the level of happiness (22) . Moreover, Khorsandi et al evaluated the effect of relaxation on reducing the fear and preferring a vaginal delivery in primiparous women and found that primiparous women who underwent relaxation training had lower fear scores compared to the control groups (23) , which is in line with our findings. Contrarily, Tragea et al studied 31 nulliparous women in their second trimester of pregnancy. In their study, the intervention group received stress management exercises including deep breathing and muscle relaxation for 6 weeks although no statistically significant difference was observed in anxiety and the fear of delivery before and after the intervention. This is inconsistent with our results and some other studies which could be due to the limited number of participants in the Tragea et al study (24) . In addition, Johnson and Slade reported no difference in the fear of delivery between women who had a vaginal delivery and those who had an emergency or elective cesarean section (25) , which contradicts the results of our research, implying the effect of delivery fear in different cultures. The fear of giving birth is one of the influential factors at the end of pregnancy and triggers increased elective or emergency cesarean section. Therefore, more effort to reduce such fear in primiparous women is essential in prenatal care. The higher level of happiness is not unexpected due to the emotional support during pregnancy. This implies that although pregnancy is a critical and stressful condition in the life cycle of women with many physical, moral, and social changes, the sense of self-actualization, consolidation of women's identity, and the ability of childbearing and creativity lead to the increased sense of happiness in healthy women (26) . The results of our study also revealed that both relaxation training and guided imagery techniques led to increased happiness in pregnant women, which corroborates with the findings of the study by Golmakani et al which investigated the relationship between happiness and the coping behaviors of labor pain (27) . Further, Dezutter et al in their research evaluated the effect of trust in God and happiness on chronic pains and concluded that both the belief in God and happiness contributed to the chronic disease improvement (28) . Moreover, in line with our findings, Koopmans et al examined the impact of happiness on the mortality rate over 15 years and found that happiness was associated with less mortality and morbidity, especially when combined with physical activity (29) . In addition, several studies confirmed lower levels of stress among happy individuals, but higher levels of stress among anxious and depressed people. Theoretically, happiness with physiological mechanisms can reduce stress, fear, fatigue, and pain during labor and thus provide more beneficial coping behaviors for the mother.
Conclusions
Considering the outcomes of this examination, preparation with muscle relaxation and guided imagery enhanced satisfaction and decreased the dread of conveyance in pregnant women. Likewise, the outcomes demonstrated that the measure of decline in fear because of labor was substantially higher in muscle relaxation 
